Study Commission on Pharmacy upon which I will comment: pharmacy education and pharmacy practice.
Relative to pharmacy education, the Commission recommends that pharmacists be trained on two levels, basic and advanced. Pharmacists with basic training would be trained at the B.Sc. level at colleges of pharmacy outside health science centers while pharmacists with advanced degrees would be trained in association with other health professionals in health science centers.
There are several ways in which education for pharmacy practice can be structured, including 1. Education of all pharmacists at the B.Sc. level; 2. Education of all pharmacists at an advanced degree level, such as a Pharm.D.; 3. Education of some pharmacists at each of the above levels; or 4. Studying the tasks to be performed and educating personnel at the competency level demanded by the work to be done. It should be obvious to almost everyone that one should not completely ignore the tasks to be accomplished and blindly require that all practitioners be educated at the B.Sc. or Pharm.D. level. Such a procedure leads to recommendations which are unrealistic in terms of social needs. Still, that is what the Millis Commission recommends. As a result, the dispensing of drugs in the United States will be done, for the most part, by pharmacists trained at least at the B.Sc. level, whereas in most countries dispensing is done by persons with less education.
In almost every country other than the United States, pharmacy has examined the level of competency required for dispensing, trained a person at the required level and incorporated such a person into the system of pharmacy practice. In some countries these individuals are called prescriptionists, in others they are termed dispensing assistants and in still others they are called pharmacy technicians. In a study which I and my associates carried out some years ago at the University of Cincinnati, a panel of knowledgable, experienced pharmacists agreed that 80-90 percent of the steps involved in the dispensing of prescription drugs could be performed safely and accurately by persons with less training than a pharmacist. While the Commission discussed at some length the organization arid institutionalization of the delivery of health care services and the great need for increased efficiency, it essentially ignores this aspect of pharmacy service which looms largest in the percentage of time required.
The Commission's report has little to say about pharmacy technicians and sometimes speaks of them as pharmacy aides, implying little difference. The Commission states "It seems highly probable that pharmacists' aides will also be used in increasing numbers. When this oc-This commentary was prepared originally for Drugs in Health Care and is used here with permission of its editor, George P. Provost.
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by DONALD E. FRANCKE curs, pharmacy technicians will become a recognized part of the system of drug dispensing." Pharmacy technicians are evidentally expected to rise out of nowhere and "when this occurs," the colleges of pharmacy are to take charge. The colleges have avoided the technician issue for years and on the strength of the Commission's bland statement I expect them to continue to do so for years to come. With all of the Commission's discussion of increases in the number of prescriptions from 3/2 to 5 or 6 billion in the next few years and the impending organization and institutionalization of pharmacy practice, one would have expected the Report to give this question the attention it deserves. But it did not. Any recommendation relative to the education and training of pharmacists which does not include provision for a dispensing assistant today is essentially meaningless and not socially responsible.
The tendency of the Millis Commission not to disturb the status quo is exemplified in the chapter on "The Environment of Pharmacy Education." After stating that the "environment can and does limit a curriculum" and noting that the ideal environment for pharmacy education is "the complete university health science center," the Report nevertheless submits tfiat no change should be made in present educational patterns because this would significantly decrease the number of pharmacists and would not be in the public interest. The Report recommends that colleges outside medical centers continue to train the "generic pharmacist" but not offer advanced professional degrees and that pharmacists who wish to specialize should go to a university health center for their education and training.
Many who believe there are too many pharmacists being produced today because of the failure to provide a dispensing assistant as a part of the pharmacy system will disagree with these recommendations. Pharmacy could become much more significant in the health care system if all pharmacists were trained at the Pharm.D. level with appropriate clinical experience; however, it would be most unwise to recommend this unless at the same time an individual trained to take responsibility for dispensing were incorporated into the pharmacy system. In effect, the Millis Commission recommends that B.Sc. and to some extent Pharm.D. graduates perform the dispensing function. The result of this recommendation is the training of far more pharmacists than society requires to perform a needed health service.
I found the Commission's discussion of the clinical scientist interesting. A clinical scientist is one who is equally skilled and trained in a science and in pharmacy practice, and he is compared to a physician who is equally at home at the patient's bedside or in the laboratory. I can think of a large number of physicians who qualify as clinical scientists, and by far the greatest number of them have only their basic professional degree, while a Drug Intelligence and Clinical Pharmacy VOL 10 APR 76
few also hold a Ph.D. Of pharmacy's basic scientists, the only ones I can think of who could have significant patient involvement would be those in biopharmaceutics and pharmacokinetics and, to a lesser extent, diose in pharmaceutics (sterility, compatibility, stability) and perhaps toxicology. I cannot imagine analytical chemists, medicinal chemists, nonclinical pharmacologists, pharmacognosists or most persons in pharmaceutics or pharmacy administration having much direct contact with patients. The Commission recommends that selected clinical faculty members who are practitioners be given the opportunity to acquire deeper scientific knowledge, obtain the skill of rigorous research, and broaden their understanding of the management and control of disease. I see nothing wrong with this recommendation but would only point out that numerous practitioners who have gone this route have become so involved in their teaching and research that they tend, in varying degrees, to ignore practice as did their role models.
The Commission did not recommend that basic scientists engage in pharmacy practice, which selected ones could do with pleasure and with profit to their teaching and research. Here, it seems to me, lies the greatest potential for developing the clinical scientist of which the Commission speaks.
The Commission has done the profession a service by pointing out the need for faculty members to engage in research directed toward improving the practice of pharmacy. Medical practice, dental practice and nursing practice have long benefited from the research activities of their faculty members. Among the health professions, only practicing pharmacists have been short-changed by their college faculties.
I am happy to see the Commission stress the importance of social and behavioral sciences to pharmacy practice. This recommendation reminds me of how slowly changes occur because it was almost a quarter of a century ago that the University of Wisconsin first began to offer programs in these areas. Since history is closely related to the social sciences, I have often thought that Wisconsin was most fortunate to have the historian, Edward Kremers, as the director of its school of pharmacy for so many years. Kremers invited George Urdang, the eminent pharmaceutical historian to Wisconsin where he expanded Kremers' work and created a chair in the history of pharmacy. Urdang's successor, Glenn Sonnedecker continues the historical studies but has expanded them to include the social sciences. A great deal of this work was carried out with the support of an enlightened dean, Arthur Uhl. It is my impression that few deans look upon historical, social or behavioral studies as "practical" or "relevant" to the practice of pharmacy, but perhaps this will change. As the Commission states, "pharmacy administration" is the department that is the catchall for the behavioral and social sciences although it is my impression that few faculty members who teach in the area of pharmacy administration are trained in the social or behavioral sciences as they are related to the sick person.
I will now comment on a few points relative to pharmacy practice. Following the development of internships and residencies in hospital pharmacy in die 1940s and the growth of educational programs for advanced professional degrees for hospital practitioners in the 1950s, institutional practice has advanced steadily along a broad front. The pharmacist has become increasingly more deeply involved with various aspects of health care and has steadily moved closer to the patient. The development of clinical pharmacy in the 1970s witnessed the incorporation of practicing pharmacists with advanced degrees into the faculties of schools of pharmacy and greater utilization of the hospital and related facilities in the education of pharmacy students.
As clinical pharmacists became more involved with other health care professionals and as their need to know more about the patient increased, their knowledge steadily advanced, and this process continues. The Millis Commission places considerable emphasis on pharmacy as a knowledge system, and I have no quarrel with that because every profession and science has its own body of knowledge. The important point is that knowledge is readily available. In institutional practice where there is both the incentive to acquire knowledge and the opportunity to use it, a fairly large number of pharmacists are able to interact with other health professionals to promote the safe and effective use of drugs. I would expect considerable variation, for some years to come, in the ability of pharmacists to acquire and communicate drug-related, patient-specific knowledge, but the important point is that the environment in the institutional setting provides fertile soil for the growth and development of a knowledge system.
In contrast, the commercial environment of the average community pharmacy makes the acquisition of drugrelated, patient-specific knowledge extremely difficult if not impossible. This seems particularly true in the chain drugstores whose rampant commercialism in nonhealth related items is to me one of the most deadly of cancers which continuously gnaws and consumes the body pharmacy. The Millis Commission ignored this important aspect of pharmacy practice, and the value of its Report has suffered. In my opinion, the public, including physicians and other healtii professionals, cannot associate the highly commercialized drugstore nor its pharmacist with service to the health needs of the public. This question was discussed by the faculty of the Medical College of Virginia in The General Report of the Pharmaceutical Survey. 1 ". . . General recognition of pharmacy as a profession will come from medicine when pharmacists generally exhibit as much preoccupation with professional matters as do physicians generally . . . Recognition will be extended by medical men only to those pharmacists who are obviously concerned primarily with professional matters related to service to the sick and not devoted to merchandising to the extent that pharmaceutical service is rendered perfunctorily and regretfully, because it detracts from the apparently more lucrative mercantile activities. That public recognition will come largely on the same basis is attested by the caustic editorials, comments and cartoons that appear in the lay press, comments that are usually received by pharmacists with loud indignation rather than with assiduous efforts to right false emphases so glaring as to be obvious even to a layman."
One important consideration not mentioned by the Millis Commission is the question of limiting the number of pharmacies. This is not as un-American as it it may seem because, after all, we do limit the number of liquor stores. In most non-English speaking countries the number and location of pharmacies and their hours of service are based upon the health needs of the people. Concessions to open a pharmacy are granted by the authorities and the public is protected by regulation of the charges that can be made for medicines. The principal focus is on serving the health needs of the people and the interests of the public are very well protected through the mechanism of controlling the cost of drug products. It is only in the English speaking countries that anyone can open a pharmacy and sell automobile batteries, tires, women's clothing and all sorts of merchandise. Pharmacies are opened without any releationship to public needs or public health but, rather, as another merchandising outlet. This, it seems to me, is a most important consideration which should have been explored.
Deficiencies in the Report are those inherent in a study carried out with no staff, with no field work, with little or no documentation and with little or no reference to prior surveys. With the Report of the Study Commission on Pharmacy, pharmacy educators and practitioners can comfortably continue to do about what they are doing with a minimum of change. The question which the Study Commission attempted to answer, "What is the appropriate education for pharmacy practice in 1980, 1990 and 2000?," goes unanswered. An experience which deserves mention is the inadvertent peripheral administration of hydrochloric acid, well diluted and administered slowly (75 mEq HC1 in 400 ml IV fluid over 4 hours), which infiltrated causing a chemical slough. When sodium chloride, ammonium chloride, or arginine are contraindicated in patients with" renal failure, the administration of hydrochloric acid may be a method of treating severe metabolic alkalosis.
